Two articles on tests of the voluntarism hypothesis by Penk and Robinowitz (1976; 1980) suggest that these investigators are convinced that voluntarism is a variable of importance in influencing self-reported psychopathology. In contrast, Sutker, Archer, and Allain (1979) , without minimizing the potential effects of voluntarism per se, cautioned that its influence may be modified, if not overshadowed, by person-context characteristics across different settings and among varied groups of drug-dependent individuals (e.g., veteran/nonveteran addicts, chronic opiate/polydrug addicts) and by the consequences of not volunteering for treatment. We suggested that situational, environmental, or physiological factors associated with the street life or long-term use of illicit drugs, as well as the specific conditions of testing or addict perceptions of such, may be more critical than voluntarism in affecting selfreported psychopathology. We also commented that voluntarism may prove important in predicting successfulness of drug abuse treatment participation and outcome. Although Penk and Robinowitz (1980) turned attention to the treatment implications of voluntarism, the lengths to which they extend themselves to argue the powerfulness of this variable are surprising. Penk and Robinowitz (1980) took the Sutker et al. (1979) research to task for methodological flaws and suggested that the time had come to move forward from "preexperimental" research to use of "true experimental design." This is a vulnerable stance in view of the general type of research conducted, problems in design conceptualization, and methodological flaws in their 1980 article. First, we suggest that for Penk and Robinowitz (1980) to label their design as "true" or "experimental" is inappropriate as defined by Campbell and Stanley (1963) . Penk and RobiRequests for reprints should be sent to Patricia B. Sutker, Department of Psychiatry and Behavioral Sciences, Medical University of South Carolina, 171 Ashley Avenue, Charleston, South Carolina 29425. nowitz described a paradigm in which there was no random assignment of subjects to groups and an absence of specified "experimental" treatments. As is characteristic of most work in the area, ours included, they relied on the exigencies inherent in the treatment process. Their manuscript described comparisons between a group of 20 of 225 original nonvolunteers who returned voluntarily to treatment (whether they were representative of the original 225 is not addressed) and a selected control group of 20 of 250 two-time volunteers matched on age, education, heroin use, year of first admission, and number of months between first and second admissions. Despite their labeling of the procedure as an experimental pretest-posttest situation, it is apparently ex post facto. The work may not even qualify as a "quasi experiment," because the experimental treatment was either not specified or consisted of unknown events.
Second, we suggest that conclusions derived from the Penk and Robinowitz study are weakened by their choice of statistical procedures, including use of t tests for correlated means for within-group comparisons and separate t tests for independent means for between-groups comparisons at initial and second admission. The authors did not protect against possibly spurious significant differences that may result from multiple univariate comparisons by applying a sufficiently stringent alpha level. Passing reference is made to repeated measures analyses of variance that were performed but dismissed. Repeated measures analyses of variance would nevertheless have been of interest, because main effects could well have been qualified by significant Group X Trial interactions. If the voluntarism hypothesis were strongly supported, appropriate treatment of the data may have suggested that (a) volunteers would show more self-reported psychopathology than nonvolunteers at first testing; (b) volunteers would not differ at first and second testing; (c) nonvolunteers would show more psychopathology at second testing than at first because they are no longer nonvolunteers; and (d) nonvolunteers and volunteers would not differ at second testing, because both are volunteering.
Third, one might question whether the voluntarism hypothesis was actually supported by the 1980 data which show that at first testing, when groups differed on voluntarism, elevations on clinical scales were essentially similar. Original nonvolunteers returned with higher scores on only two of the Minnesota Multiphasic Personality Inventory (MMPI) clinical scales, Psychasthenia (Pt) and Schizophrenia (Sc), and other changes were found on Scales F (Infrequency), Mf (Masculinity-Femininity), and Si (Social Introversion). Under conditions in which original nonvolunteers later volunteered for treatment, it is reasonable to wonder what life events or unspecified variables other than volunteering may have accounted for changes in MMPI responses, since volunteering could be viewed as just a symptom of change. Individuals disinclined to volunteer in the first place conceivably would require significant prompting to volunteer in the second place, as opposed to individuals who volunteer repeatedly. This suggests that voluntarism per se is not the factor of importance, if one may be demonstrated from these data, but rather change from one voluntarism status to another as a function of unknown variables.
The purpose of our reply is to caution readers to examine critically the Penk and Robinowitz (1980) report, which incorrectly described and criticized the Sutker et al. (1979) methodology. Penk and Robinowitz faulted us for confounding results with time of testing and failing to control for the possibility of group differences in intelligence, socioeconomic status, and number of previous treatment admissions. Interestingly, they do not address the latter three factors in their 1980 work. Depsite earlier emphasis on ethnicity as a factor in influencing self-reported psychopathology (Penk, Woodward, Robinowitz, & Hess, 1978) , Penk and Robinowitz (1980) also did not specify the racial composition of their groups. In the absence of random subject assignment, clear experimental conditions, sufficiently large samples, and more appropriate statistical analyses, their response to our work is unnecessarily critical and compromised. It is clear that we assessed the possibly confounding effects of time of testing in the three treatment settings (Sutker et al., 1979, p. 62) , and it is unlikely that socioeconomic status influenced responding among our groups, which comprised, almost exclusively, lower-class street addicts entering treatment. However, the point that possible uncontrolled differences in intelligence and number of previous treatment admissions may have influenced findings is worth consideration. On balance, however, it seems that the voluntarism issue has been exaggerated beyond its usefulness as a factor in influencing drug addict reports of psychopathology.
